Introduction {#S0001}
============

The past several decades have seen a resurgence of interest in understanding the experience and course of psychosis. This has included quantitative and qualitative studies, longitudinal and cross cultural research, work taking place in traditional academic centers as well as community-led and grass roots movements focused on first person experiences of psychosis.[@CIT0001]--[@CIT0003] Taken as a whole, this work has cast considerable doubt on many long-standing assumptions. For example, the once axiomatic belief that psychosis has necessarily a progressively negative and detrimental course has been categorically rejected. In its place, assertions have arisen that recovery is an attainable outcome for many.[@CIT0004]

Ideas about the processes that promote recovery have also evolved. The belief that recovery largely results from improvements in insight and compliance with pharmacological treatment[@CIT0005] has been challenged by a growing body of evidence that recovery is enabled by connections with one's community[@CIT0006] and not necessarily continuous pharmacological treatment.[@CIT0007],[@CIT0008] The essence of what defines and constitutes recovery has been recognized as far more complex than the absence of disorder and disability.[@CIT0003] The concept of recovery has been expanded to explicitly include, for example, changes in how persons experience themselves as beings in the world. To some, recovering can mean recapturing of a sense of agency and a cohesive sense of self.[@CIT0002],[@CIT0009] Recovery can include experiences that are difficult to quantify or observe by others, because as fundamentally subjective matters they can only be known by the recovering person.[@CIT0010]--[@CIT0012]

This growing work on recovery has pointed to the need to revisit the purposes and mechanisms of mental health treatment. If deeply subjective change is at issue, then teaching skills and reducing symptoms may not go far enough in promoting recovery. But how could outcomes such as subjective changes in sense of agency and sense of self be addressed? Metacognitive Insight and Reflection Therapy (MERIT),[@CIT0013],[@CIT0014] an integrative form of psychotherapy, is one treatment which has sought to directly address processes which may underpin some of the more subjective aspects of recovery. MERIT focuses on metacognitive capacity, the measurable cognitive processes which enable us to understand ourselves and others in a flexible and evolving fashion and so support a sense of agency and cohesive sense of self. MERIT thus explicitly seeks to enable recovering persons to make sense of and effectively manage challenges they face by promoting metacognitive capacity.[@CIT0015]

While previous work has described some formal aspects of MERIT,[@CIT0013],[@CIT0014] the ways in which MERIT attempts to address the issues raised above regarding recovery have not been discussed in great detail. To examine this, the current review will explore the background, practices, and supporting evidence for MERIT. To provide context, we will first offer a brief overview of the issue of subjectivity in recovery from psychosis. We will then detail how MERIT is constructed as an integrated practice and then provide a summary of research supporting its effectiveness in treating psychosis. We next discuss how it converges and diverges from other psychotherapies including emerging forms of cognitive therapy and how it uniquely handles a number of clinical challenges. Finally, we will explore key research issues facing this and other recovery-oriented treatments. We recognize international debate about the usefulness and accuracy of terms such as schizophrenia.[@CIT0016] As a result, we use the term psychosis to capture a broad range of forms of serious mental illness which involve significant disruptions in thought, emotion, behavior and community integration.

The Conceptualization of Psychosis as the Interruption of a Life and Persons' Experience of Themselves {#S0002}
======================================================================================================

Persons diagnosed with psychosis may understand recovery in ways that are private, immediate and not directly observable by others. While the recovering person and others around them might both notice a positive change in employment or educational status, the renewal of social relationships, or the absence of inexplicable experiences (i.e., hallucinations), the recovering person alone can notice if something about how they experience themselves in the world has changed. In this way, the recovering person's self-experience is something only available to them at the moment and not something others can unilaterally make decisions about (e.g., whether or not recovery "has happened").

William James,[@CIT0017] among the first psychologists to comprehensively explore self-experience, suggested that we do not just experience the world, we experience ourselves experiencing the world. Our self-experience becomes more than just another object we can think about. When we experience ourselves experiencing the world, we also experience ourselves responding to that experience and making interpretations. Our experience of our responses and interpretations are also not negligible abstractions. They are the basis for deciding how to understand and manage what is unfolding before us.

Given this context, what is at issue in psychosis and its resolution is not just what people experience, but also how people experience themselves. Psychosis is more than just strange experiences or social challenges. As noted above, a healthy life following psychosis may not emerge even when ostensible disease markers (e.g., hallucinations) are no longer present or when the individual demonstrates satisfactory "life skills." Since disorder and disability represent an interruption of a life and how a person experiences themselves as they live that life, recovery is better understood as a resolution of that interruption.

Metacognition, Self-Experience in Psychosis and MERIT {#S0003}
=====================================================

These conceptualizations of recovery offer a formidable set of challenges to mental health treatment and psychotherapy in particular. What do changes in how persons experience themselves represent and what supports those changes? Current evidence-based practices that seek to ameliorate symptoms and skill deficits are often privileged due to their amenability to concrete and measurable outcomes. However, they are not intended to nor do they typically address the question of subjective experience. If our concern is self-experience, what should treatment do beyond offer benevolence and not inhibiting growth?

Of note, there is a history of claims that psychotherapy can address self-experience. For example, Frankl[@CIT0018] proposed a form of psychotherapy that addressed self-experience by focusing on helping individuals to find meaning. While this and other similar therapies allow for considerable therapist creativity, there is concern that these types of interventions lack definition and clear guidelines for fidelity which prevent them from being formally tested.

One potential way to respond to the challenges described above is to develop ways to operationalize the processes that support self-experience; processes which may be disrupted in psychosis and subsequently targeted by treatment. In this vein, MERIT explicitly proposes that metacognitive processes may represent just such a set of quantifiable phenomena which underlie self-experience.[@CIT0019],[@CIT0020] Since its introduction as a psychological construct over 40 years ago, metacognition has been described as a set of multilevel processes involved in thinking about one's own mental or internal experiences.[@CIT0021],[@CIT0022] MERIT relies on the integrative model of metacognition, which proposes that metacognition can be characterized as a spectrum of mental activities.[@CIT0014] At one end, these metacognitive activities involve noticing specific experiences in isolation, such as being aware of and reflecting upon embodied experiences including tension in one's lower extremities, emotions such as sadness, or thoughts about discrete things. At the other end, metacognitive activities involve the synthesis of specific experiences into larger accounts or narratives. These could involve understanding why certain thoughts, feelings or embodied experiences arose in a certain moment, or even how there are certain patterns among one's thoughts, feelings and embodied experience across a lifespan.[@CIT0023] The integrative model of metacognition can account for how we functionally monitor and manage specific thoughts, emotions or desires in a given moment as well as how those experiences are understood in the larger context of our lives. Therefore, it can be the basis for correcting errors, detecting larger patterns and ultimately forging an understanding of personal experience, which in turn allows for interpersonal cooperation and community membership.

This model of metacognition also includes three assumptions which are foundational for MERIT. First, metacognition as a human activity is fundamentally integrative in nature. That is, for persons to be able to form complex ideas about themselves and others, they must have the ability to perceive the constituent elements of an experience which could later be integrated. Concretely, a larger sense of oneself would seem in part contingent upon the recognition of the pieces which will be integrated to create that larger whole.

What follows from this assumption is that failures in more elemental or discrete metacognitive activities or the disruption of awareness of basic mental experiences (e.g., noticing specific cognitive operations in one's own mind) can leave persons with less and less material to integrate, resulting in less effectively integrated and complex senses of self and others. For example, limitations in the ability to recognize and distinguish emotional states may leave persons relatively unable to form a meaningful understanding of why they tend to feel vulnerable or react strongly in some situations but not others. As such, improving one's ability to engage in those elemental metacognitive acts may lead to the recovery of integrative metacognitive abilities and thus the availability of a more complex sense of self and others.

The second assumption of the integrative model of metacognition is that metacognition is an intersubjective human activity. The ideas persons form about themselves and others are always created with someone else in mind who might share or be influenced by those ideas.[@CIT0024] The genesis of meaning is always social; there are no isolated human thinkers in any original sense. Thinking always takes its leave from inherited meanings, and meaning is inherited intersubjectively. To that degree, intersubjectivity is a condition for the possibility of metacognition. Thus, the interpersonal nature of psychotherapy and the dynamic between therapist and patient may be particularly influential in addressing metacognitive difficulties.[@CIT0025] This assumption also leads to the possibility that the mechanism of any kind of metacognitively oriented therapy must in part rest upon joint reflection, not one person (i.e., the therapist) transmitting a particular truth or piece of information to another (i.e., the recovering person).[@CIT0026]

The third assumption of the integrative model of metacognition is that metacognitive activities naturally vary according to upon what they are focused. Following the work of Semerari et al,[@CIT0027] metacognitive activities can be distinguished based on whether they are primarily concerned with the self, others, one's community, and/or the use of that unique awareness to respond to challenges and opportunities. Considering this assumption in the context of treatment, there is thus a need to address each of these metacognitive components, and it cannot be assumed that improvement in one area will necessarily translate into improvement in the others.

Metacognitive Reflection Insight Therapy (MERIT): The Elements {#S0004}
==============================================================

An international collaboration including experts with experience in cognitive therapy, psychoanalysis, psychosocial rehabilitation and humanistic/existential therapies for adults diagnosed with psychosis[@CIT0013],[@CIT0014] sought to create a treatment approach that would address metacognitive deficits in psychosis. Their goal was not to produce another standalone treatment for a specialized problem but to create an overarching set of elements that could be utilized by therapists with different backgrounds in order to enhance metacognition. Given the importance of meaning-making in this work, its fundamental connection with metacognition,[@CIT0013] and its representation of a goal that transcends any one specific approach to psychotherapy,[@CIT0028] it was concluded that an integrative approach was critical. A singular approach by contrast was judged to be unable to meet the needs of all patients. It was also assumed that the meanings a patient might identify could never be predetermined. As such, the approach focused on larger-scale procedures and processes rather than a specific curriculum or specified activities.

Based upon the assumption that enhancing metacognitive capacity enables persons to be better able to identify a personally meaningful sense of their challenges, MERIT was purposefully intended to be recovery-oriented, in contrast to problem-focused or symptom-based approaches. The defining structure of the therapy was agreed to be composed of eight therapeutic elements and was later termed MERIT or Metacognitive Reflection Insight Therapy by Dutch colleagues[@CIT0029] who conducted the first clinical trial. Each element was included after it was determined it could be measured and theoretically linked to the growth of metacognitive capacity within any given session based upon the integrative model of metacognition. All elements were understood to be related and to affect one another synergistically while also being identifiable in isolation. Each was also considered sufficiently broad as to be relevant to patients with very different clinical and psychosocial presentations.

The eight elements were divided into three groups (i.e., content, process, and superordinate). The first group, labeled the content elements, is concerned with certain larger matters that the patient should be offered a chance to reflect upon if he or she did not mention them directly. The first of these, Element One, calls for attention to or attempts to elucidate the patient's agenda. This should involve mutual reflection upon the set of potentially contradictory, complementary or unrelated wishes and needs the patient has at the moment. Element Two concerns the patient's thoughts and emotions in response to the therapist's sharing their thoughts about the patient in the session. Element Three focuses on the patient's experience within narratives or sequences of events which describe the flow of their life, rather than abstractions about that experience. Element Four calls for efforts to mutually identify the set of psychological challenges facing the patient.

The second group of elements is referred to as the process elements. The first of these, Element Five, calls for opportunities to discuss the therapeutic relationship, or specifically the interpersonal environment in which joint reflection within the session is occurring. Element Six requires a discussion of the specific effects, or lack thereof, of the session upon the patient's embodied, cognitive, or emotional experience. While the first four elements encourage reflection on one's wishes, desires, reactions at the moment, life experiences and challenges, the second set encourages thoughts about the context in which those reflections are taking place and their impact on the patient.

The final two elements are referred to as the superordinate elements and require that therapist reflections match the patient's current metacognitive abilities. Specifically, Element Seven requires therapists to offer interventions that stimulate patients to think about themselves or others that match and do not exceed the patients' metacognitive capacities. Element Eight similarly calls for therapist interventions or reflections about mastery, or how a patient uses metacognitive knowledge to respond to psychosocial challenges that match and do not exceed the patients' metacognitive capacities for mastery. By employing the eight elements, MERIT is suggested to enhance metacognitive capacity in a manner analogous to what takes place in physical therapy; that is, a reduced ability is regained by practice at increasingly demanding levels. More simply, persons think about their thinking in each session and slowly become more proficient at this. The last two elements then, following this line of thinking, ensure that patients are practicing metacognitive activities at, but not beyond, their maximal metacognitive capacity.

Taken together, these methods are not intended to create certain content or to prescribe a particular course of a session or episode of care. They are not intended to encourage, prod, or convince people to believe specific things. They are supposed to promote the processes that allow persons to form increasingly complex ideas of themselves and others and to make individualized meaning of their experiences. Thus, assessments of outcome do not assess whether a certain "thing" is believed, or a certain "skill" has been attained, but rather whether information can be integrated, allowing broader meaning to emerge within the flow of life. This approach to assessment is discussed below.

Metacognitive Reflection Insight Therapy (MERIT): Tools and Practice {#S0004-S2001}
--------------------------------------------------------------------

In delivering MERIT, therapists impose little structure initially, asking patients where they wish "to begin" at each session. Therapists then share their thoughts about the patient's agenda, their own thoughts, ask for narratives, and think with patients about the problems they confront. This occurs fluidly as the dialogue between patient and therapist evolves within session and across sessions. Following this method, there is no need for agreement between therapist and patient or blanket affirmation, just the symbolization through language of what is happening in the mind of the patient and the therapist. Perhaps most important is that the patient can know what is in the therapist's mind and to reflect upon the relationship.

To enact this, MERIT therapists are tasked with continually assessing a patient's metacognitive capacity within session in order to offer the appropriate level of intervention, as dictated by Elements Seven and Eight. This is also a means by which therapists can track progress. To guide intervention and track progress, MERIT uses the Metacognition Assessment Scale-Abbreviated (MAS-A),[@CIT0020] a research and clinical tool found to have acceptable reliability and validity.[@CIT0023] The MAS-A is composed of four scales which correspond to the metacognitive domains first identified by Semerari and colleagues.[@CIT0027] These scales are labeled as Self-reflectivity (S), Understanding others (O), Decentration (D) or awareness of one's place in the larger human community, and Mastery (M) or the use of metacognitive knowledge to understand the challenges one is facing and how to respond effectively. In line with the integrative model of metacognition, higher ratings on each scale reflect metacognitive acts of increasing complexity; each item requires that the participant can perform a metacognitive activity required at the level immediately below it. Therapist assessments of patients' metacognitive capacities to think about themselves and others using the S and O scale form the basis for choosing appropriate levels of intervention as suggested by Element Seven, while the assessment of a patient's mastery using the M scale corresponds to interventions dictated by Element Eight. To ensure treatment fidelity, the MERIT Therapist Adherence Scale was created based on operational definitions of therapist adherence for each element.[@CIT0013]

To date, work has suggested that the successful supervision of MERIT involves several key elements. One important aspect of supervision is that it should help therapists to notice a patient's experience of fragmentation at the moment during a session, and not automatically assume higher levels of integration based upon the use of single words or familiar phrases (e.g., the use of an emotion word may reflect a learned response rather than a reflection of a genuine recognition of an emotional state). A second aspect of MERIT supervision is that it should help therapists to join or share in the patient's experience of fragmentation before attempting to jointly make meaning of it.[@CIT0030] This may call for supervisors to help therapists examine their basic experience of, automatic and visceral responses to, and fundamental beliefs about fragmentation. It has also been suggested that supervision should involve the identification and examination of counterproductive approaches that therapists may commonly take with individuals with psychosis, including declaring what is real and what is not, seeking to bestow knowledge or "facts" upon the patient, or seeking to reduce a patient's pain, this later stance often stemming from a therapist feeling overwhelmed.[@CIT0031] These stances may appear benevolent, but they can interfere with the mutual understanding and joint meaning-making that is key to MERIT.

MERIT: Supporting Evidence {#S0005}
==========================

Research supporting MERIT comes from several sources involving investigations into the role of metacognitive impairments including psychopathology research, clinical trials, and case studies.

Metacognitive Impairment and Psychopathology {#S0005-S2001}
--------------------------------------------

The potential importance of metacognitive deficits as a treatment target in psychosis comes from multiple sources. As summarized in recent reviews,[@CIT0019],[@CIT0020] cross cultural studies using the MAS-A have found that persons with psychosis experience deficits in metacognition relative to healthy controls[@CIT0032] and individuals who experience significant medical but not psychiatric adversity. Differing profiles of metacognitive function have also been observed in persons diagnosed with various conditions including schizophrenia,[@CIT0032],[@CIT0033] borderline personality disorder,[@CIT0034] bipolar disorder,[@CIT0035] depression,[@CIT0036] PTSD,[@CIT0037] and substance use disorders.[@CIT0038]

Other work highlighting the importance of metacognitive deficits as potential treatment targets includes a meta-analysis reporting a link between metacognitive deficits and impairment in concurrent function across studies[@CIT0039] and a statistical method referred to as network analysis suggesting metacognition is a central node in the network of symptoms, neurocognition and social cognition.[@CIT0040] Deficits in metacognition have also been linked to prospective assessments of behavior including measures of work function, negative symptoms and motivation.[@CIT0020] More recent work has linked metacognition to self-compassion,[@CIT0041] self and rater assessments of social connections[@CIT0042],[@CIT0043] and the link between emotional distress and paranoia.[@CIT0044] Consistent with earlier clinical reports,[@CIT0045] more recent research has also documented how changes in metacognitive capacity are linked with changes over time in social function, neurocognition and social cognition among persons diagnosed with schizophrenia enrolled in rehabilitation.[@CIT0046]

Clinical Trials {#S0005-S2002}
---------------

Initial evidence supporting the delivery of MERIT within clinical settings was found in an open trial of MERIT conducted within a 3-month time frame[@CIT0029] and a second open trial of a closely related treatment consistent with MERIT offered over a period of one year.[@CIT0047] Both found high rates of patient acceptance, no adverse effects, and significant improvements in metacognitive function. In the latter trial, treatment effects were detectable several years following the cessation of therapy.[@CIT0048] This is consistent with a recent analysis of ten treatment completers within a MERIT trial that found significant improvement in metacognitive capacities.[@CIT0049]

Two randomized-controlled trials have also reported positive outcomes and good patient acceptance rates without evidence of adverse effects. In one trial, 20 participants with first episode psychosis and poor insight were randomized to receive 6 months of MERIT or treatment as usual. Eight of the 10 participants assigned to MERIT completed the treatment and significant improvements in clinical insight were found in this group compared to the treatment as usual group at the completion of the trial.[@CIT0050] In a second trial for a broader variety or patients diagnosed with schizophrenia, 18 of 26 participants completed an 8-month course of treatment with measurable gains detected in the metacognitive domains of self-reflectivity and mastery.[@CIT0051] Subsequent analysis of this study revealed that higher levels of clinical insight at baseline were associated with greater metacognitive gains.[@CIT0052] Additional evidence of the impact of this treatment was found in qualitative interviews of participants who received MERIT who reported that it promoted their own personal sense of recovery by helping them to think more clearly about themselves and experiences across their lives.[@CIT0053] These findings closely mirror an older qualitative study of patients diagnosed with psychosis enrolled in MERIT in a clinical setting.[@CIT0054] This study found that in contrast to patients receiving supportive services, patients receiving MERIT reported the treatment uniquely led to a greater sense of agency, a sense of temporal coherence across their lives, and a better ability to tolerate and manage emotional distress.

Case Studies {#S0005-S2003}
------------

A final source of evidence for MERIT comes from published case studies.[@CIT0055]--[@CIT0070] While susceptible to selection and confirmation bias, case studies present important idiographic and clinical information about unique and subjective experiences which can potentially complement other evidence and be synthesized into a larger understanding of this treatment approach. [Table 1](#T0001){ref-type="table"} presents 15 MERIT case studies (describing 16 individuals in total) which provide rich descriptions of patients' problems, goals, and treatment outcomes, as well as changes in metacognition as measured by the MAS-A. Patients ranged in age from their 20s to 50s with treatment length ranging from 4 months to 14 years. (Two case studies of persons diagnosed with Borderline Personality Disorder were also included who had experienced transient psychosis and functioned at levels commonly found in persons with psychosis.) There is also an additional case study[@CIT0070] which reported the successful delivery of MERIT to an adult diagnosed with Schizotypal Personality Disorder, again without adverse effects and with clinically significant improvement.Table 1Meta-Synthesis of 16 Case ReportsFirst AuthorDateAge/GenderDxPrimary Clinical PresentationTreatment Length (Months)Initial MAS-AFinal MAS-ATotal percent improvedSODMTSODMTArnon Ribenfeld201850s/mSSDDemoralization95212106516181.850s/fSSDDisorganization94311.59.55516171.8Buck201660s/mSSDParanoia603.52016.59527233.5Buck201850s/mBPDEmotional Dysregulation1683.54018.59739273.1van Donkersgoed201620s/fFEPNegative Symptoms832.51410.56.52.526171.6George201830s/mSSDNegative Symptoms16220.51.5763.52415.52.6Hamm201550s/fSSDDisorganization24310375304121.7Hamm201650s/mSSDNegative Symptoms18220154303102.0Hasson-Ohayon201720s/fFEPDepression95411115426181.6Hillis201520s/mFEPPositive Symptoms18210036416172.8Hillis201840s/mSSDTrauma7210145303112.2James201840s/mSSDSubstance Abuse36220156402122.4de Jong201650s/mSSDDisorganization431015530281.6Leonhardt201620s/mFEPPositive Symptoms6320.516.55313121.8Leonhardt201820s/mFEPNegative Symptoms183301.55.5651.5517.52.9Vohs201640s/fBPDEmotion Dysregulation1443.51.51.510.57515.518.51.8[^1]

Considered as a whole, the results summarized in [Table 1](#T0001){ref-type="table"} suggest at least two general conclusions. First, therapists from different backgrounds can successfully deliver MERIT over differing lengths of intervention in routine settings and can adapt the therapy to the unique needs of different patients. This illustrates the potential of MERIT to be flexibly adapted to meet the needs of the truly diverse group of persons who are diagnosed with psychosis. Secondly, the general levels of metacognitive change are notable. On average across the 14 studies, the final MAS-A total score was 2.5 times greater than at initiation of treatment, with the most notable changes generally occurring in self-reflectivity and mastery. While remarkable gains were noted in studies where therapy lasted for years, even if these are excluded, the other reports generally suggest a two-fold increase in metacognitive capacity.

Discussion {#S0006}
==========

MERIT's ambition is to assist persons diagnosed with psychosis to become better able to form integrated understandings of themselves and others, a capacity essential to making sense of the challenges they face and ultimately directing their own recovery. Quantitative and qualitative research as well as numerous case studies provide evidence to suggest MERIT is a treatment that is well accepted by patients without posing any risks. While considerably more study is needed, these data also provide initial evidence that engagement in MERIT is linked with significant improvements in outcomes that are meaningful to patients.

The research discussed above also suggests that MERIT possesses similarities to a number of other emerging treatments for persons with psychosis, including cognitive behavior therapy for psychosis,[@CIT0071] metacognitive training,[@CIT0072] compassion-focused therapy,[@CIT0073] and mindfulness.[@CIT0074] There appears to be a shared general interest in eliciting and understanding the details of what people think, why they have those thoughts, and their relationship to those thoughts. Indeed, a central tenet of CBT is to collaboratively identify an individual's automatic thoughts with the goal of eventually linking them to core beliefs about oneself and others.[@CIT0075] As is the case with many therapies, both cognitive and otherwise, there is also an emphasis on creating a shared formulation of a person's current psychological problems as well as identifying goals for ameliorating these problems. As Moritz et al[@CIT0076] recently noted, it is important not to overestimate the degree of difference between treatments that are all concerned with how human beings with psychosis make sense of their experience.

Nevertheless, at a more nuanced level, at least four features of MERIT standout as potentially unique and worthy of deeper consideration. First, MERIT does not stop when a belief has been identified, but instead requires additional focus on and exploration of context of that belief in order to grasp the larger meaning. Identical beliefs held by two patients may have profoundly different meanings given those patients' histories, cultural background, personalities, social relationships, etc. Second, MERIT requires that sessions be primarily patient-directed, rather than therapist-directed. The patient's agenda is primary, even though it may be shifting and opaque. Therapists must insert their own thoughts and reflections and may not support a patient's given agenda, such as when it has an antisocial quality, but the primary concern is recognizing and jointly reflecting upon that agenda. A third novel feature is that while a MERIT session may appear to be unstructured due to its patient-driven nature, it is significantly structured in terms of therapist activity. Therapists are tasked with implementing all the elements of MERIT and constantly assessing and readjusting interventions as necessary. Finally, the underlying goal of MERIT is to help persons to make better sense of the world and this is necessarily a collaborative, complicated, and fundamentally intersubjective process. Accordingly, making sense of the world is not something that can be taught. Recovery is a matter of self-experience, or how persons experience themselves in the world, and cannot be imparted via a didactic lesson to impart a set of skills.

These differences have important practical implications when applied to clinical work. First, there is a willingness on the part of MERIT therapists to try to engage patients who are unable to identify concrete goals or even agree that they have mental illness. In MERIT, the pursuit of self-reflection is never equated with clinical insight. Clinical insight, which refers to awareness of morbid psychological change[@CIT0077] is not a precondition or necessarily a predetermined outcome in MERIT. Many of the patients in the case studies noted earlier entered therapy with only an awareness of a generalized and diffuse discomfort that often had an implausible explanation. MERIT simply views this as a reflection of a relatively low capacity for Mastery and thus seeks to stimulate its growth, which would allow for both for greater awareness of one's challenges and an ability to form a working sense of how to manage them. This highlights the importance of jointly considering and defining the problems the patient faces; the issues at hand are not supplied by the therapist, another clinician, or a treatment manual. As noted elsewhere, treatment does not begin with agreement but rather with reflection of how two different people see different things when the patient's life is the focus.[@CIT0025]

Just as insight is not a precondition for engagement, MERIT also treats psychosis as a highly complex phenomenon that is inextricably related to self-experience and not reducible to discrete symptoms. For example, it is not uncommon for persons with psychosis to have embraced the patient role, and have come to experience being "mentally ill" as their occupation. Leaving this role behind as persons move toward recovery can feel like dangerous and like a risk, a topic that is revisited frequently in many of the case studies. While there is no space for a full discussion of this here, we suggest that the case work concretely points to a process that is similar to shared decision-making,[@CIT0078] but that is ultimately more about the risks that lend dignity to life and might be called in MERIT, shared risk taking.

There are important limitations. Additional randomized clinical trials are needed with more diverse patient samples. As is true for many treatment approaches, we lack the long-term follow-up assessments truly needed to document the recovery process. This lack of long-term assessment of the achievement of wellness may also reflect a need to still develop a more nuanced model of how psychosis interrupts a life and identify the key characteristics that define a life as people age.

Mixed methods approaches are also needed to better triangulate the interaction between subjective and objective outcomes. While MERIT is defined by eight elements, research is needed to determine whether all or some of these are related to observable outcomes. Interestingly, one recent study showed that two specific elements, insertion of the therapist's mind (Element Two) and discussion of the therapeutic relationship (Element Five) were related to better outcome.[@CIT0049]

To date, MERIT research has focused exclusively on individual interventions in outpatient settings. Work is needed to explore whether and how these procedures might be expanded to group, family and inpatient settings as well as persons with other conditions including those identified as clinical high-risk as well as other non-psychotic disorders. Another important future direction includes the continued focus on the integrative nature of this treatment and the corresponding need to understand the perspectives of therapists who were previously trained in other orientations. For instance, therapists trained in structured, manualized treatments sometimes report feeling as if they are "breaking the rules"[@CIT0030] by deviating from their earlier training. A broad history also exists of older theories of the phenomenology of fragmentation in psychosis, including, for example, several from different psychoanalytic traditions. As already begun elsewhere, work is needed to systematically consider how those theories may illuminate some of the core processes observed in MERIT.[@CIT0079] Finally, there is a need to broaden and enrich methods for assessment and conceptualization of therapeutic processes. For example, assessing session-by-session changes in addition to pre-post changes will provide rich data on trajectories of improvement.

Fueled by a broader, patient-oriented definition of recovery, this is an exciting time to explore innovative treatment methods for persons with psychosis. While this work is still in an early stage, there is certainly evidence that treatments like MERIT have the potential to significantly improve the lives of persons with psychosis and are worthy of further study and attention.

Summary {#S0007}
=======

People can recover from psychosis. That recovery often requires that they form their own coherent idea of the challenges they face and how they want to manage them. This review presents Metacognitive Insight and Reflection Therapy (MERIT), a form of psychotherapy designed to help persons diagnosed with psychosis make sense of their experiences and then take charge of their own recovery. Preliminary evidence to date suggests it is feasible, acceptable and leads to clinically meaningful change. More research on this method is warranted.
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[^1]: **Notes:** BPD, Borderline Personality Disorder; FEP, First episode psychosis; SSD, Prolonged schizophrenia Spectrum Disorder. MAS-A, Metacognitive Assessment Scale-Abbreviated; S, Self-reflectivity; O, Awareness of the other; D, Decentration; M, Mastery; T, Total.
